UAI — Page 10 — Plan of Care/Support Services

Customer Address Phone #
Medicaid # KAMIS ID # Other agency identifier
Emergency Contact Relationship Phone: home work
. . . . TOFal Dis- Customer

AAA/| Service Code | Funding Provider Unit(s) Per Units Start Date End Date . Cost of | gpjigation/| Monthly
CME Source Monthly Code Unit Copay Cost

Unmet Need Service Code, Availability Code, HCBS/FE monthly costs including customer obligation:

Monthly Number of Units (HCBS amount must be reported to EES Specialist)
Service Availa- | Units Service Availa- | Units || SCA total cost including customer copay: Medicaid Average Acute Care Cost: =
Code bility Code bility
OAA total cost: HCBS/FE Total Cost:
I Total customer obligation/copay:

Release of Information: | consent to the release of the information on this page so | can receive services. | understand the information included in these pages 1-10 will be
released to Kansas Department on Aging and service providers listed above to enable the delivery of services and program monitoring.

Customer or Guardian Signature Date Assessor Signature & Phone #

Customer or Guardian Signature Date Assessor Signature & Phone #

Additional Support/Services from Home Health, Family, Friend, Neighbor, Attorney, Landlord, Church, Club, Other

Relationship Address Phone Paid

Name (check if primary caregiver) (indicate "same" if lives with customer) Home Work Service Frequency Yes | No
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